A serious case of assault Editorial FAILURE OF COMMUNICATION is often identified (not only by patients' organisations, such as AVMA, but also by health care professionals) as the reason for many disputes with patients and for the confrontational relationship that often develops between doctors and patients.
But what exactly does failure of communication mean? In its most obvious form, it means that a doctor or other health carer fails to explain something to a patient properly, or at all. There are numerous examples of this -none of which would be denied or, indeed, defended by the majority of doctors.
There is, however, a more profound meaning of the expression which relates to the fact that health carers fail to understand the needs, fears and expectations of patients. To put it frankly, doctors often do not speak the same language as patients. This problem is both surprising and potentially intractable.
It is surprising because health carers are not a different animal from patients: they are patients. What is it that changes people with the same background and attitudes as their fellow human beings into a 'professional' far removed in outlook and understanding from their own kind?
The answer to this question is not the subject of this article: many writers have already observed that certain factors involved in becoming a professional (e.g. the elitism, the jargon) metamorphose many health carers into a special breed who consider themselves as set apart from their patients.
Failure of communication IS potentially intractable for two reasons. First, it can be difficult to recognise. And second, because good communication is a fundamental part of being a professional, bad communication is, therefore, less likely to be acknowledged by the professionals themselves.
A case entitled 'A fundamental problem of consent', written by a solicitor, John Mitchell, was recently reported in the BMJ.! The case clearly illustrates a failure of communication between doctor and patient. Moreover, because of its profound medical and legal implications, Mitchell's report was followed by two further articles on the same topic: the first commenting on the legal issues,2 and the second presenting the view of an anaesthetist.t' Certainly, the case is worth examining in detail because it contains a lesson for health care professionals, for lawyers, and for patients -who can gain insight as to how ingrained attitudes can fundamentally affect how health professionals approach their patients' problems.
((... health carers are not a different animal from patients: they!!!£. patients. . . "
According to the report, a 22-
year-old woman went to her dentist's surgery to have two wisdom teeth removed. She gave her consent to a general anaesthetic. The anaesthetic was given by a consultant anaesthetist. While the patient was still unconscious the anaesthetist inserted a diclofenac suppository for postoperative pain relief. He had not discussed pain relief with the patient before the procedure. To exacerbate matters, although we do not consider it affects the principle, the anaesthetist unfortunately inserted the suppository into the patient's vagina instead of her rectum. Readers of Clinical Risk will not be surprised to learn that the incident was reported to the professional conduct committee of the General Medical Council (GMC). Not only did the anaesthetist strongly defend himself, but also, he was able to find 'several senior anaesthetists' who gave evidence that the practice in many hospitals was not to obtain specific consent in advance for the usc of diclofenac suppositories -whether these were given in day-case units or to in-patients. In this respect, suppositories were no different from any other form of postoperative pain relief, including intramuscular injections.
We must wholeheartedly congratulate the GMC on the attitude it adopted. It found the anaesthetist guilty of serious professional misconduct and went on to find that, by inserting the suppository, he had assaulted the patient. Notwithstanding that the anaesthetist's lawyers cited the Bolam test (Bolam v Friern Hospital Management Committee)4 in his defence, the professional conduct committee's legal assessor ruled that, whilst Bolam was a useful source of general principle, the committee should be cautious about following it blindly. The legal assessor advised the committee to take into account generally accepted practice, but not to regard it as conclusive.
We do not wish to comment on either the niceties of the law or the possible implications that the GMC's decision may have, inter alia, for the Bolam test -matters which clearly concern both the author of the report and the author of the article which follows it.
2 The synopsis at the head of 'A fundamental problem of consent' states that the GMC's decision has far-reaching implications and has caused great concern. It is suggested in the report that the decision has caused confusion and will lead to defensive medicine. Indeed, many anaesthetists 'changed their practice overnight and now seek specific preoperative consent to the use of a diclofenac suppository'. Other anaesthetists Entirely stopped using such suppositories and now use alternatives. As Mitchell comments, the alternatives 'mayor may not in the long-term prove to be an adequate substitute' . We believe that these concerns expressed in the report are totally misguided and stem from the same kind of failure of communication referred to at the start of this editorial. We can certainly see the concern from the patient's point of view. What we find difficult to understand is that neither the doctor involved, nor his witnesses, appear to have appreciated the disgust which would be felt by the majority of women (of any age, but perhaps especially by a woman aged 22), who enter a dentist's surgery for a tooth extraction and subsequently learn that, without consent, a doctor had inserted a suppository into their rectum (or vagina, as the case may be).
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(urgency), an increase in micturition (frequency) and the desire to pass urine at night (nocturia). There is commonly also continuing activity of the bladder following micturition, resulting in postmicturition dribbling. As will be explained, these symptoms related to bladder hypertrophy may persist following prostatectomy.
SPECIFIC COMPLICATIONS OF PROSTATECTOMY
SURGERY IS A POTENTIALLY dangerous activity, and operations may be followed by complications. Some of these complications are of a general nature and may occur after any operation. If the body is cut, it bleeds, and bleeding must be controlled. A wound may become infected. Strain on the cardio-respiratory system associated with general anaesthesia and blood loss may lead to anaesthetic complications. In this article, I deal with complications specific to the performance of operations on the prostate gland.
ANATOMY AND PHYSIOLOGY
The prostate gland is situated at the base ofthe bladder in the male and is responsible for the production of seminal fluid in order to nourish and transport sperms which are transported to the prostate gland from the testes by the vasa deferentia (vas). In the normal male, the prostate gradually enlarges with age under the influence of the male sex hormone, testosterone. Through the centre of the prostate gland passes the urethra, the tube which conveys urine from the bladder to the end of the penis. An enlargement of the prostate gland can therefore potentially interfere with the passage of urine and the act ofmicturition.
Surrounding the urethra immediately above the prostate gland is the neck of the bladder, which is muscular and which is concerned with the ejaculation of semen. Immediately below the prostate is the urinary sphincter, responsible for continence of urine in the male. During orgasm and ejaculation, the muscle at the neck of the bladder closes tight to prevent semen entering the bladder and thus ensuring ejaculation down the penis. During micturition, the muscle at the neck of the bladder relaxes, as does the urinary sphincter, and the bladder muscle contracts to expel the urine from the bladder into the urethra and out of the body.
During the years of slow prostatic enlargement and increasing encroachment on the urethra with increasing resistance to the bladder outflow, the bladder muscle works harder and harder to expel the urine. This causes hypertrophy, thickening of the bladder muscle and overactivity of the bladder. In prostatic patients, this is often manifested by an increased desire to pass urine These may be divided into: 1) those complications which are due to a preexisting condition; 2) those which occur during the operation; 3) those which occur in the early postoperative period; 4) and those which occur in the late postoperative period.
1) Complications due to a pre-existing condition

Infection
Patients with obstruction to the outflow of urine from the bladder often have difficulty in completely emptying the bladder. This results in a stagnant pool of urine in the bladder (residual urine) and is subject to infection. One of the body's natural defences against urinary infection is the regular complete emptying ofthe bladder, thus flushing out any organisms that have managed to ascend the urethra into the bladder from the external environment.
Patients with a residual urine never completely flush out the urine from the bladder; thus, organisms may persist and multiply, so causing a urinary tract infection. If the urinary tract of an infected patient is operated upon (e.g. by remov-
